Objective To provide an evidence-based review of measures of psychosocial adjustment and psychopathology, with a specific focus on their use in the field of pediatric psychology. Methods As part of a larger survey of pediatric psychologists from the Society of Pediatric Psychology e-mail listserv (American Psychological Association, APA, Division 54), 37 measures were selected for this psychometric review. Measures that qualified for the review fell into one of the following three categories: (a) internalizing or externalizing rating scales, (b) broad-band rating scales, and (c) self-related rating scales. Results Psychometric characteristics (i.e., three types of reliability, two types of validity) were strong for the majority of measures reviewed, with 34 of the 37 measures meeting ''well-established'' evidence-based assessment (EBA) criteria. Strengths and weaknesses of existing measures were noted. Conclusions Recommendations for future work in this area of assessment are presented, including suggestions that more fine-grained EBA criteria be developed and that evidence-based ''profiles'' be devised for each measure.
evidence-based support for each measure. This review of measures of psychosocial adjustment and psychopathology is one of eight papers in this special series. The other seven papers review assessment strategies from the following domains: quality of life, family functioning, social support and peer relations, adherence, pain, stress and coping, and cognitive functioning.
Assessment of Psychosocial Adjustment: Past Reviews
Although many of the measures discussed in the current article were also reviewed in JCCAP's special series (Mash & Hunsley, 2005) , the current review diverges from this earlier set of papers in several respects. First, and most importantly, our review focuses on the use of these measures with pediatric populations. As will become clear later in this article, many unique assessment-related issues arise when attempting to use measurement techniques with children and youth with chronic medical conditions. Second, given that most children with chronic illnesses do not meet criteria for DSM diagnoses (Bennett, 1994) , our focus was primarily on measures that tap symptomatology (rather than diagnostic criteria). Thus, we decided not to include diagnostic clinical interviews in this review. Third, unlike the JCCAP reviews, which focused on single psychopathologies, we reviewed measures across several psychosocial domains. In this way, comparisons can be made across symptom domains with respect to psychometric integrity and clinical utility. Finally, we emphasized psychosocial strengths (in addition to psychosocial liabilities) by including measures of perceived self-concept and self-esteem in our review.
With respect to pediatric psychology, reviews have been conducted of measures used by researchers in this field of study. Perhaps most relevant to the current article, Rodrigue, Geffken, and Streisand (2000) reviewed measures in the area of ''child health assessment,'' including measures of adjustment, stress and coping, attitudes and beliefs, quality of life, and adherence. Most of the measures they reviewed in the area of adjustment were illness-related; thus, there is little overlap with measures examined in the current review [e.g., only the Children's Somatization Inventory (CSI) and the Pediatric Behavior Scale (PBS) are presented in both reviews]. Kelley, Reitman, and Noell's (2003) review of ''empirically-based measures of school behavior'' also overlaps with the current article (e.g., measures of externalizing symptoms were thoroughly reviewed), except that the focus of their review was on the utility of assessment strategies in school settings.
Measurement Categories
In this article, we examined measures that fell into one of the following three categories: (a) internalizing or externalizing rating scales, (b) broad-band rating scales (i.e., measures with a broad coverage of psychological adjustment constructs), and (c) self-related rating scales (i.e., measures of perceived self-esteem or self-concept). We allowed this categorization to emerge during the measure selection process (described subsequently) rather than identify these domains a priori. Other categorizations were possible, of course. For example, we could have employed more specific domains, such as depression, anxiety, attention problems, etc. On the other hand, there was considerable item-overlap across some of these measures, even among those purporting to assess different constructs.
The Current Review
The first section of this review describes how measures were selected for further examination. Second, the criteria used to review the measures and determine their evidence-based status are outlined (Table I) . We then review the measures (Table II and Appendix A) and provide a general critique of assessment strategies for psychosocial adjustment, as used in the field of pediatric psychology (including a discussion of strengths and limitations). Finally, we suggest future directions for this particular assessment domain and provide a set of recommendations for improving the evidence-base for this literature.
Measure Selection
As described in more detail in the Introductory paper (Cohen et al., in press) , eight workgroups generated a list of all existing measures in their respective assessment domains. In total, 367 distinct measures were identified across the eight workgroups. On the 367 measures, 28 were identified by the Psychosocial Adjustment and Psychopathology workgroup. In 2003, the master list of measures was distributed to the APA Division 54 listserv (325 listserv members; not all members of Division 54 are members of this listserv) and respondents were asked to identify measures they ''have used or have considered using for research or clinical purposes.'' They were also asked to list any additional measures they have found useful, but which were not included on the master list. Eighty-seven listserv members (27%) responded to the survey. The number of endorsements for the 28 psychosocial adjustment measures, specifically, ranged from 5 to 79 (median ¼ 23.5 endorsements; see Table III for a list of endorsement frequencies). Seventeen additional measures were suggested by at least one respondent, and four additional measures (The ADHD Rating Scale-IV, the Coopersmith Self-Esteem Scale, the Social Adjustment Inventory for Children and Adolescents, and the Pediatric Behavior Scale) were suggested by members of our workgroup after the listserv survey was conducted. Thus, a total of 49 measures were considered by the Psychosocial Adjustment and Psychopathology workgroup.
Measures that received less than 25 endorsements were evaluated by the workgroup to determine whether they would be included in the more extensive review process. Of the 35 low-endorsement measures (which included the 17 scales that were added by the listserv respondents and the four scales that were added ''post-hoc'' by the workgroup), 12 were dropped from further consideration for at least one of the following reasons: (a) they were not perceived as relevant to the field of pediatric psychology, (b) they were overly redundant with other scales that received more endorsements, (c) they were diagnostic clinical interviews, and/or (d) they were older scales, in need of updating. Thus, 37 measures received a thorough review by members of our workgroup (Table II and Appendix A) .
Assessment Criteria
One of the goals of this review was to provide an ''evidence-based assessment'' (EBA) classification for each of the measures reviewed. The three possible evidence-based categories were as follows (and the criteria for each are listed in Table I ): (a) Well-established assessment, (b) Approaching well-established assessment, and (c) Promising assessment (see Cohen et al., in press for a more thorough discussion of the criteria for each of these three categories). Similar to the criteria for evidence-based interventions in the literature on psychological treatment, a measure must have been the focus of research by more than one investigative team to meet the criteria for ''well-established.''
Review of Measures
Our workgroup was made up of four sub-workgroups who each reviewed a portion of the 37 target measures. (A copy of all comprehensive reviews, with separate reference sections-including all articles and manuals used to generate the psychometric data provided in this article-is available from the first author upon request.) The data from these reviews are summarized in Table II (which includes reliability and validity data) and Appendix A (which includes primary references for the measures, a statement of purpose for each measure, the applicable age range, the number of items, the address for obtaining the manual and measure, and the EBA classification for each measure). The measures are listed by category in Tables II and III and alphabetically in Appendix A. Three types of reliability data were evaluated for each measure: internal consistency (usually Cronbach's a), test-retest, and cross-informant. Also, two types of validity data were summarized: concurrent/predictive validity (or criterion-related validity, which includes reported correlations between the measure and outcomes The number of Division 54 listserv members who reported using each measure on a preliminary survey to determine commonly used measures in pediatric research. *Additional scales suggested by the listserv respondents. **Additional scales suggested by the taskforce workgroup after collection of listserv data.
that the measure was expected to predict, including differentiation between diagnostic categories) and convergent validity (which includes correlations between the target measure and other measures that are purported to assess the same construct). The more extensive complete reviews (available upon request from the first author) contain other psychometric data that may be of interest to the reader, including psychometric data for subscales, a review of data relevant to other forms of construct validity, an assessment of clinical utility, the strengths and limitations of each measure, and a discussion of applicability with various linguistic minorities.
Internalizing/Externalizing Symptom Rating Scales
In the ''Internalizing or Externalizing Rating Scales'' category, 19 measures are listed in Table II . Interestingly, all but one of the scales (i.e., the ADHD Rating Scale-IV) target internalizing symptoms exclusively (i.e., depression, anxiety, fears, somatization, positive and negative affect).
The least reported index in Table II for this category was cross-informant reliability (reported for only 9 of the 19 measures), presumably because there are not multiple reporter versions for many of these measures. Only the Hospital Fears Questionnaire (HFQ) is missing key reliability and validity data across several of the dimensions assessed. As such, it received the EBA rating of ''promising assessment.'' All other measures in the ''Internalizing or Externalizing Rating Scales'' category received EBA ratings of ''well-established.'' With respect to the more specific indices of reliability for measures in the ''internalizing or externalizing rating scales'' category, the psychometrics tended to be strong. Measures of internal consistency ranged from .44 to .96 (median ¼ .88). When alphas fell below .60, it was for subscales of measures rather than for total scores (e.g., Children's Depression Inventory, CDI; Fear Survey Schedule for Children-Revised, FSSC-R; Multidimensional Anxiety Scale for Children, MASC; Revised Children's Manifest Anxiety Scale, RCMAS; Screen for Child Anxiety Related Emotional Disorders, SCARED; StateTrait Anxiety Inventory for Children, STAIC). Test-retest correlations ranged from .14 to .98 (median ¼ .74). Lower correlations tended to occur for longer time lags (e.g., 6 months; Childhood Anxiety Sensitivity Index, CASI; Social Anxiety Scale for Adolescents; SAS-A) or subscales (Social Anxiety Scale for Children, SASC; STAIC). Cross-informant correlations tended to be lower than internal consistency or test-retest reliability correlations, with r's ranging from .15 to .47 (median ¼ .32). With respect to validity (Table II) , many of the measures reviewed in this category demonstrated the ability to differentiate between diagnosed and undiagnosed groups or between differently diagnosed groups. With respect to convergent validity, most measures demonstrated high correlations with other measures that were purported to assess similar constructs (range ¼ .13-.88; median ¼ .63).
Broad-Band Rating Scales
In the Broad-Band Rating Scales category (Table II) , 10 measures are listed (although the CBCL scales are listed twice, once for the 1991 version and once for the 2001 version). All of the measures in this category received ''well-established'' EBA classifications, except for two: the PBS (''promising'') and the Social Adjustment Inventory for Children and Adolescents (SAICA; ''promising''), both of which have received little empirical attention in the literature. Both of these measures also lack adequate normative data. With respect to more specific psychometric data, most internal consistencies were high, with an overall range from .32 to .97 (median ¼ .85). As was the case with the internalizing and externalizing measures, some of the subscales for some measures had low alpha coefficients [Behavior Assessment System for Children, BASC; the 1991 version of the CBCL; certain subscales of the Minnesota Multiphasic Personality Inventory-Adolescent version (MMPI-A)]. Test-retest correlations were high across most scales, ranging from .41 to .96 (median ¼ .84). Finally, cross-informant correlations were more modest, ranging from .05 to .97 (median ¼ .59). As was the case with the internalizing/externalizing scales, many of these broad-band measures have successfully discriminated between different diagnostic groups (concurrent/predictive validity) and they tend to be significantly associated with other measures purported to be measuring the same constructs (i.e., convergent validity; range ¼ .03-.92; median ¼ .42).
Self-Related Rating Scales
In the Self-Related Rating Scales category (Table II) , six measures are listed and all of them received ''well-established'' EBA classifications. On the other hand, there was less psychometric data available for the six ''self-related'' scales than for the psychopathology scales, although internal consistencies for these scales were uniformly high (with the exception of some subscales for the Pictorial Scale of Perceived Competence and Social Acceptance for Young Children; PSPCSAYC). The overall range for the alphas was .38-.93 (median ¼ .85). Test-retest correlations were more modest (.29-.96; median ¼ .67), but this was due to the very long test-retest interval used for some scales (e.g., 3 years for the Self-Perception Profile for Children, SPPC). Crossinformant and concurrent validity data were not available for most measures in this category, but most convergent validities for these scales were acceptable (although correlations were low for some of the subscales; range ¼ .08-.85; median ¼ .57).
In summary, the reliability and validity data reported for the measures examined in this review are quite impressive, with two exceptions: (a) the quality of the psychometric data is poor for the subscales of some measures, and (b) there is little concurrent or predictive validity for most measures of perceived self-concept and self-esteem. We now turn to a discussion of the strengths and limitations of the measures reviewed, with an emphasis on recommendations for future work.
Strengths of the Measures Reviewed
At the most general level, the measures reviewed demonstrated strong psychometric characteristics, with 34 of 37 measures receiving EBA classifications of ''well-established.'' More specifically, the measures tended to demonstrate significant strengths across the three types of reliability (i.e., internal consistency, test-retest, and cross-informant associations) and the two types of validity (i.e., concurrent/predictive and convergent). Also, some form of normative data is provided for most measures and authors of some measures provide normative data for pediatric populations (e.g., CSI). The factor structure for several measures has been replicated across studies with different populations (e.g., FSSC-R; MASC; RCMAS; and Harter's series of self-perception scales). Moreover, nearly half the measures have been used in treatment outcome studies and nearly all of the measures (33 of 37) have been translated into languages other than English (with Spanish versions being the most common). Some measures also have norms for different countries (e.g., ADHD-Rating Scale IV). Moreover, many of the scales are available in multiple administration formats, such as audiotape (e.g., MMPI-A; Symptom Checklist-90, Revised, SCL-90-R; Brief Symptom Inventory, BSI), computerized (e.g., BASC, Rosenberg Self-Esteem Scale, RSES), and online (BASC, SCL-90-R, BSI) versions.
Although most of the scales reviewed focus on ''deficits,'' some also focus on strengths [e.g., BASC, CBCL, Children's Global Assessment Scale (CGAS)]. Additionally, three of the measures reviewed include ''lie'' scales and other validity scales (BASC; MMPI-A; RCMAS). Although most of the measures were not designed with developmental or theoretical issues in mind, there were some exceptions. The MMPI-A and the Harter self-perception scales were designed to be sensitive to developmental issues and the Positive and Negative Affect Schedule for Children (PANAS-C) is based on a rigorous theoretical framework.
Limitations of the Measures Reviewed
Many of the scales demonstrated weak psychometrics in at least one of the following ways: (a) lack of psychometric data [i.e., reliability and/or validity; e.g., HFQ, MASC, PBS, Social Adjustment ScaleSelf-Report (SAS-SR) and all perceived self-esteem and self-concept scales], (b) items that fall on more than one subscale (e.g., CBCL-1991 version), (c) low alpha coefficients (e.g., below .60) for some subscales, which calls into question the utility of using these subscales in research and clinical work (e.g., HFQ, MMPI-A, CBCL-1991 version, BASC, PSPCSAYC), (d) high correlations between subscales (e.g., PANAS-C), (e) lack of clarity regarding clinically-relevant cut-off scores, yielding high false positive and false negative rates (e.g., CES-D, CDI) and an inability to distinguish between minor (i.e., subclinical) and major (i.e., clinical) ''cases'' of a disorder (e.g., depression; CDI, BDI), (f) lack of correspondence between items and DSM criteria (e.g., CBCL-1991 version, CDI, BDI, CES-D, (g) a factor structure that lacks clarity across studies (e.g., PSPCSAYC, CASI; although the factor structure is often difficult to assess in studies of pediatric populations, given the small sample sizes), (h) low inter-rater reliability for interview and observational methods (e.g., CGAS), (i) low correlations between respondents such as child, parent, teacher [e.g., BASC, PSPCSAYC, CSI, FSSC-R, SCARED, Connors Ratings Scales-Revised (CRS-R)], (j) the inclusion of somatic or physical symptom items on mental health subscales (e.g., CBCL), which is a problem when conducting studies of children with pediatric physical conditions because physical symptoms may be a feature of the condition rather than an indicator of a mental health problem, (k) high correlations with measures of social desirability, which is particularly problematic for the self-related rating scales and for child-report scales more generally, and (l) content validity problems (e.g., the RCMAS is a measure of anxiety, but contains items that tap mood, attention, peer interactions, and impulsivity).
Several of the measures lack adequate normative data on pediatric populations, clinical populations, different age groups, and/or different ethnic groups.
Without such data, the ability to evaluate treatment effectiveness or make treatment decisions is compromised, because it is unclear where a particular child stands in relation to a relevant comparison sample. With respect to use of measures across different cultural contexts, the majority of measures have been translated into other languages. On the other hand, there has been virtually no attention paid to whether scale items show ''meaning'' equivalence or psychometric equivalence across different language versions of the measures. Relatedly, there is a paucity of data on the utility of these measures in minority versus majority populations.
Several of the measures have not been used extensively in research with pediatric populations. For example, the HFQ has received little attention in studies of children with chronic illnesses or in children with hospital experiences. To examine the degree to which each of the 37 measures has been used in research, we conducted a search of all issues of JPP from January 1976 to December 2006 for references to each measure. The citation frequencies are included in Table III (first column). The findings of this review suggest that there is considerable variability in the degree to which the measures have been used in research studies. For example, the CBCL appears in 247 articles, but many measures (22 of the 37 measures) appear in fewer than 10 papers published in JPP. Interestingly, most measures that have received frequent citations in JPP were also endorsed with greater frequency by the respondents to the Division 54 survey (see column 2 of Table III) , but there were some exceptions. For example, the Beck Anxiety Inventory (BAI), the Reynolds Adolescent Depression Scale-2 (RADS-2), the BASC, and the CRS-R were rarely cited in JPP, but received 26 to 66 endorsements from respondents to the survey. Such discrepancies may have occurred because these measures are more often used in clinical settings rather than in research settings and, therefore, have received little attention in the pediatric psychology research literature.
Some of the measures reviewed here are quite lengthy, which can be a problem for clinic-based studies where time with family members is limited (e.g., the MMPI-A, the Piers-Harris Children's Self-Concept Scale, PHCSCS; and the PBS). Some measures that are useful with young children or with adolescents can only be administered to respondents within fairly narrow age ranges [e.g., the MMPI-A, RADS-2; PSPCSAYC; the Self-Perception Profile for Adolescents (SPPA)], thereby making these measures less useful within the context of longitudinal investigations. A difficulty with the ''self-related rating scales'' is that they typically require the respondent to compare oneself (or the target) to a social reference group; unfortunately, the nature of this social reference group is not always specified (e.g., should a teacher compare a child to other children in his/her class or to other children with similar chronic physical conditions?). Some of these scales also have response formats that may be difficult for cognitively-compromised children (e.g., the SAICA includes items with varying time frames).
A more general concern with self-report scales is that children tend to under-report psychopathology, compared with the reports of parents and teachers. Indeed, in their review of ADHD assessment strategies, Pelham, Fabiano, and Massetti (2005) recommended that parent and teacher rating scales be employed since there is no evidence for the validity of child report of ADHD symptoms. Such a lack of validity for child report, however, may be less true for measures of internalizing symptoms (Holmbeck, Li, Schurman, Friedman, & Coakley, 2002; Silverman & Ollendick, 2005) .
Recommendations
Given the findings of this review and the discussion of limitations of existing measures, we provide a set of recommendations for future work in this assessment area:
(1) As noted by Kazdin (2005) , we already have a large number of measures. Thus, it may be useful to ''take a step back'' and determine which measures are useful for what purposes and think critically about what types of measures are still needed and which measures could be ''retired.'' (2) It is recommended that we develop more finegrained criteria for EBA classifications. As noted earlier, 34 of the 37 measures reviewed met ''well-established'' criteria, but most of these 34 measures also have at least one major psychometric problem or lack certain types of psychometric data. As suggested by Mash and Hunsley (2005, p . 372), we may want to devise EBA ''profiles'' that indicate the evidence base for each of several assessment characteristics (e.g., norms, internal consistency, test-retest reliability, content validity, incremental validity, diagnostic utility, treatment utility, etc.). It would be helpful to have specific evidence-based criteria for each of these characteristics (Kazdin, 2005) . (3) We recommend that more effort be directed to demonstrating the research and clinical utility of these measures for: (a) specific pediatric populations, (b) specific minority populations (including non-US populations), and (c) children from different age groups, developmental levels, stages of illness, and with different cognitive abilities. We also recommend that more normative data be provided for specific pediatric populations. Finally, more work needs to be done to demonstrate the differential utility of measures for different assessment-related purposes (e.g., evaluations of interventions vs. diagnostic evaluations vs. research endeavors). (4) We need more studies of pediatric populations that compare different measures of the same constructs. Specifically, because no ''gold standard'' exists for assessments in most areas of inquiry (Kazdin, 2005) , such studies could compute the differential incremental validity of the measures being compared (e.g., Does measure X or measure Y have more incremental validity above and beyond an existing standard battery?). Similarly, does the addition of an extra respondent or an extra method add to the predictive utility or diagnostic accuracy of the assessment protocol? Which measure is most clinically meaningful with respect to clinical decision making and/or which measure demonstrates the most sensitivity to change following therapeutic interventions? Such comparisons across measures rarely have been done in any field, including pediatric psychology. Finally, and particularly for measures originally developed for typically developing populations, we need more information on whether pediatric populations interpret an instrument's items similarly to typically developing populations (e.g., an item from an anxiety scale may be interpreted in relation to specific medical procedures in children with a chronic health condition but may be interpreted as tapping cross-situational anxiety in typically developing children). (5) Although scholars often maintain that multiinformant, multi-method data are preferred over single-source, single-method data (Holmbeck et al., 2002) , we need more research on how best to integrate conflicting assessment data because there often is little agreement across respondents and methods (Silverman & Ollendick, 2005) . (6) Longitudinal data collection is becoming more common in pediatric psychology (Holmbeck, Bruno, & Jandasek, 2006 ), but we know little about which measures can be used repeatedly across developmental periods. (7) It is recommended that pediatric psychologists begin to take a more rigorous look at externalizing symptomatology. It appears that we tend to rely exclusively on broad-band rating scales to assess such symptoms, when studying children with chronic conditions. An alternative and potentially fruitful strategy would be to assess multiple relevant domains of externalizing symptoms in our research and clinical endeavors (e.g., aggression, conduct problems, high risk behaviors, substance use, and risky sexual behaviors). (8) For clinicians and researchers who are faced with decisions regarding whether or not to use a specific measure for a particular purpose, we suggest that the following issues be considered: (a) the fit of a given measure with its intended use, (b) the length of the measure, (c) the salience of specific strengths and weaknesses of a given measure, depending on its intended use, (d) the psychometric quality of the measure (including the EBA classification), and (e) the utility of the measure as determined by past research and clinical work. Of course, readers may find themselves weighing the various strengths and weaknesses of certain measures and having to decide between two scales. For example, in comparing the BASC and the CBCL, one will observe several strengths for each measure. The BASC has a ''developmental history'' component, a ''student observation system,'' several subscales that are not included in the CBCL series (e.g., self-esteem, self-reliance, locus of control, sense of inadequacy, study skills), and a set of validity indices. The CBCL measures now include scoring options for DSM subscales as well as a very sophisticated cross-informant program, where several indices of informant agreement are computed. Thus, the decision regarding which to use depends largely on which
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Conclusions
The current review showed that pediatric psychologists clearly have a number of excellent measures to choose from when attempting to assess psychosocial adjustment and psychopathology for either research or clinical purposes. Indeed, 92% of the measures reviewed met the ''well-established'' criteria for EBA. Of course, the available measures are not without flaws, and some measures
have not yet been adequately tested with pediatric populations. As noted by Kazdin (2005) , we may need to identify the different purposes of assessment in the field of pediatric psychology including diagnosis, prognosis, assessing treatment outcome, case management, and basic research (Pelham et al., 2005) and then develop evidence-based criteria for each of these purposes. It also may be beneficial to devise fine-grained, multi-faceted evidence-based criteria (a ''profile'') that can help to document the psychometric status of a measure across numerous domains (Mash & Hunsley, 2005) . More generally, we are hopeful that the recommendations provided in this review will be helpful in increasing the clinical and research utility of assessment strategies employed by pediatric psychologists.
assessed: Dysphoric Mood, Anhedonia/Negative Affect,
